Objective: To determine the demographic and clinical variables characteristic of non-epidemic intrapartum or puerperal group A streptococcal (GAS) infection.
septic shock. Two of these patients presented with symptoms more than 14 days after delivery.
Conclusions : We describe the characteristics of non-epidemic intrapartum or puerperal GAS infection. Data from our study and review of the literature suggest that some patients who develop septic shock may present later in the puerperium than patients with an uncomplicated GAS infection. Infect. Dis. Obstet. Gynecol. 7:276-282; 1999. (C) 1999 Wiley-Liss, Inc.
KEY WORDS group A streptococcus; puerperium; sepsis roup A streptococcus (GAS) is a cause of major morbidity and mortality throughout the world. The resurgence of this organism has reversed the previously marked decrease in incidence of GAS caused intrapartum and puerperal infections, 1,z GAS bacteremia and streptococcal toxic shock syndrome and acute rheumatic fever, a post infection sequela which is the leading cause of acquired heart disease in young people in developing countries, z, 3 Reports of several cases of necrotizing fasciitis have also served to focus attention on determining the causes of the increased incidence of severe GAS diseases. Because GAS penicillin resistance has not been documented, increased virulence of the GAS organism has been suggested. 4 Previous reports on GAS-caused intrapartum PUERPERAL (Table 2) The patients who developed GAS infection and had experienced PROM presented at a mean of 32 hours post-delivery, a median of 24 hours, while those who had not experienced PROM presented GAS. Other studies report the rate for GAS in patients with puerperal endometritis as 1-3%. 7, 13, 14 Although typically, the patient with GAS infection presents with fever as the sole symptom with no localizing signs on physical examination as did 66% of our patients, there can be additional symptoms such as abdominal pain or heavy vaginal bleeding which 34% of our GAS infection patients experienced. In addition, the lochia of patients with streptococcal infection is usually sero-sanguinous and non-foul. 7, 9 We found that in all cases except the three in which septic shock developed, clinical improvement was effected within 1-4 days following institution of antibiotic treatment. Penicillin, erythromicin and clindamycin are the drugs of choice, is Our findings suggest that initial intravenous antibiotic treatment of GAS puerperal infection may be superior to oral treatment, as a third of the patients initially administered oral antibiotic required a shift to intravenous therapy.
Factors Characteristic of Non-Epidemic Intrapartum or Puerperal GAS Infection A number of factors were identified as characteristic of non-epidemic intrapartum or puerperal GAS infection. The mean age of the patients who developed GAS infection was statistically significantly higher than that of all women giving birth during the study period, even though there were a similar proportions of primi to multigravidas in both groups. Labor had been induced in patients who developed GAS infection at slightly greater than half the rate (8.5%) as total patients delivering (16.9%). It can be conjectured that incipient infection triggered a somewhat earlier delivery in the patients who were subsequently diagnosed with GAS infection than in the overall population delivering. Indeed, a statistically significantly higher proportion of patients who developed GAS infection had experienced PROM (29.8%) than had the total patients delivering (12%) and those who had experienced PROM presented with symptoms of GAS infection at a median of one-fourth the hours post-delivery as non-PROM GAS infection patients. In 10.6% of the GAS infection patients, PROM occurred -> 24 hours before delivery, a rate that correlates with 13.3% found in a study of 48 streptococcal bacteremias, s All (except one) of the patients who developed GAS infection presented with fever. Thus, we emphasize the need for thorough evaluation and follow-up of all patients with post-delivery fever, including performing cervical and blood cultures so as to determine whether intrapartum or puerperal group A streptococcus is present.
Unusual Clinical Course
The clinical course in four of our patients took an unusual direction: one woman had a diffuse erythematous rash and three developed septic shock.
In three of the four, onset of symptoms, unlike the great majority of patients, was more than a week after delivery. The patient who presented with a desquamating rash may have had an exotoxin Aproducing strain of GAS which caused her mild scarlet fever like illness which did not meet the criteria for streptococcal toxic shock syndrome and which resolved spontaneously.
We reviewed the characteristics of the three patients in our study and four from two other investigations, 1,z who developed septic shock. The interval between delivery and onset of shock varied: two patients presented within 48 hours postdelivery, one, 4 days following delivery, and three between 2-6 weeks postpartum. Initial symptoms were high grade fever in six of the seven women; the patient who presented with normal temperature experienced diffuse abdominal pain. Manifestations of septic shock--hypotension, tachycardia, tachypnoeanwere evident immediately upon arrival in three patients: in two of these three patients there was acute renal failure (ARF),, hemolysis in two patients and, in one patient each acidosis and rash. One of these patients had been suffering from flu-like symptoms for one week prior to admission. Septic shock symptoms developed one day after admission: ARDS (2 patients), ARF, abdominal distention, ascites, pleural effusion, tachycardia and marked leukocytosis. In five of the patients there was purulent or serosanguinous ascites. All patients with septic shock received broad spectrum antibiotics. Three patients underwent a total abdominal hysterectomy, two with bilateral salpingo-and one with left salpingooophorectomy and one a subtotal hysterectomy with bilateral salpingo-oophorectomy. Neither a hysterectomy nor oophorectomy was performed on any of our patients. Both adnexal necrosis and pelvic vessel thrombosis were seen in two patients, probably representing a more fulminant course of disease. One of these patients was the only patient to have died.
Although few cases of severe GAS puerperal infection have been reported and the infection may initially seem poorly manifested, it can, nevertheless, become overwhelming, and in rare cases, lead to death. This type of presentation is typical of GAS infection and presents similarly at other sites, for example, the skin. Therefore, it behooves the obstetrician to be alert to the possibility of a rapidly developing infection.
Late onset of GAS infection (between 8-50 days post-delivery) occurred in eight women in our study, four of whom either presented atypically or experienced a clinically complicated course suggesting that late onset puerperal GAS infection may represent a different entity from earlier onset infection. Prolonged subclinical infection may be a causal factor in an unusual clinical course. Indeed, one day post-delivery, two of these patients had had low grade fever which had resolved without treatment.
